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CASE REPORT
Inflammatory pseudotumor, also known as in-
flammatory myofibroblastic tumor, is a rare be-
nign mass lesion found at various sites. It has been
described in many different organs such as the me-
diastinum, lung, liver, spleen, and lymph nodes.1
It is a non-neoplastic, tumor-like process that usu-
ally occurs in children and young adults.2 The
mesenteric surface is one of the extrapulmonary
sites in patients with inflammatory pseudotumor.1
Calcifying fibrous pseudotumor could represent
the end stage of an inflammatory pseudotumor.
Van Dorpe et al3 described an intra-abdominal
tumor which arose in a 17-year-old female with
features overlapping those seen in these two enti-
ties, as well as transitional stages between calcifying
fibrous pseudotumor and inflammatory pseudo-
tumor. We now report a case of mesenteric calci-
fying fibrous pseudotumor that presented with
jejunojejunal intussusception.
Case Report
A 25-year-old woman had episodic abdominal
discomfort for more than 5 years. She came to
our emergency department several times for help
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We describe here a patient with an unusual presentation—mesenteric calcifying fibrous pseudotumor in 
association with jejunojejunal intussusception. This 25-year-old woman came to our emergency depart-
ment with severe abdominal distension and intermittent epigastric cramping pain. She was found to have
rebound tenderness and an ill-defined mass palpable in her lower abdomen. Abdominal computed tomog-
raphy revealed an inhomogeneous soft tissue mass with target sign and intussusception of small intestine
was suspected. Emergency laparotomy showed jejunojejunal intussusception involving ∼30 cm of jejunum
with multiple tumors on the mesentery surface extending over the whole bowel mesenteric and peritoneal
surfaces. One of the mesenteric tumors formed the leading point of the intussusception. Segmental resec-
tion of jejunum with primary anastomosis was done. Some larger tumors were resected but most of the
other tumors were left in place because they were small and numerous and total resection was impossible.
Pathology confirmed that the lesions were benign mesenteric calcifying fibrous pseudotumors. In such 
patients, surgery might be curative. If a large segment of the bowel is affected by calcifying fibrous pseudo-
tumor, smaller pseudotumors might be left in place because these tend to be asymptomatic. But they might
become the leading points of recurrent intussusception. [J Formos Med Assoc 2007;106(6):485–489]
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but no specific lesion was identified. The attacks
of pain became more frequent but she was unre-
sponsive to antacids in the most recent 3 months.
The patient came to the emergency room again
with severe abdominal distension and intermittent
epigastric cramping pain on March 24th, 2005.
She had no vomiting but still had flatus and stool
passage at our hospital. On examination, she was
found to have rebound tenderness, and an ill-
defined mass palpable in the lower abdomen.
Kidney ureter bladder examination revealed local
dilatation of the small intestine. Upper gastroin-
testinal endoscopy revealed no peptic ulcer. The
abdominal pain progressed and a metallic sound
was noted on auscultation. Abdominal ultrasonog-
raphy revealed a lesion with a target sign at the
lower abdomen (Figure 1). A CT scan revealed 
an inhomogeneous soft tissue mass with target
sign and suspected intussusception of the small
intestine (Figure 2). Laparotomy was performed
immediately (on the day of presentation) and
showed a jejunojejunal intussusception involv-
ing approximately 30 cm of the jejunum. We 
observed multiple tumors on the surface of the
mesentery extending over the whole bowel mesen-
tery and at several other sites of the peritoneal and
small intestinal surface (Figure 3). One tumor on
the submucosa of the intestinal wall with a su-
perficial ulcer formed the leading point of the in-
tussusception. All tumors were well circumscribed,
somewhat lobulated, solid and firm. They had a
uniform grayish-white fibrous appearance on the
cut surface. Reduction was not performed due to
tightly telescopical impaction of the intussuscep-
tive segment (Figure 4). Segmental resection of
the jejunum with primary anastomosis was done.
Analysis of the frozen section confirmed that the
lesions were benign fibrous ones. Some larger 
Figure 1. Abdominal ultrasonography shows target/
doughnut sign of small intestine in the lower abdomen
(arrow).
P
Figure 2. Abdominal computed tomography shows an 
inhomogeneous soft tissue mass with target sign of small 
intestine (arrow), intussusception was highly suspected.
A B
Figure 3. (A, B) Multiple mesenteric tumors extended over the whole bowel mesentery, some were on the bowel surface
(arrows).
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tumors were resected but most of the other tu-
mors were left in place because they were small
and numerous and total resection was deemed
impossible. Microscopically, the jejunal submu-
cosal nodule showed a picture of calcifying fi-
brous pseudotumor composed of paucicellular
and hyalinized fibrosclerotic tissue with scat-
tered spindle or stellate cells dispersed between
thickened collagen bundles (Figure 5). These spin-
dle or stellate cells morphologically resembled
active fibroblasts with minimal nuclear atypia.
Mitosis was not found. Psammomatous calcifi-
cation was frequently seen. Lymphocytic infiltra-
tion was minimal. She was diagnosed as having
jejunal submucosal and multiple mesenteric cal-
cifying fibrous pseudotumors with intussuscep-
tion. She had no symptoms of bowel obstruction
after surgery. No further episodes of intussuscep-
tion were noted during the subsequent 1.5 post-
operative years.
Discussion
Inflammatory pseudotumor is a myofibroblastic
proliferation with chronic inflammatory cell in-
filtration of unknown origin.1 It has been thought
that an abnormal immune response to tissue in-
jury of various causes could play a role in the
pathogenesis. Calcifying fibrous pseudotumor
could represent the end stage of the development
of an inflammatory pseudotumor.3 Inflammatory
pseudotumor has been given a variety of names in-
cluding postinflammatory tumor, xanthofibroma,
xanthogranuloma, fibrohistiocytoma, plasma cell
granuloma and pseudosarcomatous myofibro-
blastic tumor.4 Calcifying fibrous pseudotumor is
a rare entity; it is a hypocellular fibrous lesion that
most often affects patients during the second or
Figure 4. Tightly telescopical impaction of the intussus-
ceptive segment of jejunum (red arrow). Resected bowel
segment harbored leading point of intussusception (yellow
arrow) and also multiple mesenteric tumors (blue arrow).
A B
Figure 5. (A) The tumor as leading point revealed growing to bowel lumen with superficial ulceration (arrow) (hema-
toxylin & eosin stain; 40x). (B) Microscopic examination demonstrated spindle cell proliferation forming coarse bundles,
accompanied by psammoma body (arrows) and minimal lymphocytic infiltration (hematoxylin & eosin stain; 100×).
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third decade of life.3 The lesions most commonly
arise in the extremities and less frequently in the
trunk, inguinal and scrotal regions, and the head
and neck. Lesions have been described rarely in the
mediastinum, pleura and visceral peritoneum.5
In our case, immunohistochemical study revealed 
a negative reaction for CD34, CD117, S-100 and
smooth muscle actin. Vascular tumors (positive
for CD34), gastrointestinal stromal tumors (pos-
itive for CD117), neurogenic tumors (positive 
for S-100) and myomas (positive for actin) were
all ruled out. The tumor was negative for cyto-
keratin and did not exhibit atypia or mitotic acti-
vity. Thus, spindle cell carcinoma was ruled out
(Figure 6A). These cells were diffusely positive
for vimentin and showed a characteristic presence
of dystrophic and frequently psammomatous cal-
cifications, which were compatible with calci-
fying fibrous pseudotumor6,7 (Figure 6B). Some
fibrous lesions have a similar component and
must be differentiated. These include, for example,
inflammatory myofibroblastic tumor (inflamma-
tory pseudotumor), fibromatosis, nodular fasciitis,
calcifying aponeurotic fibroma and amyloid tumor.
Inflammatory myofibroblastic tumor (inflamma-
tory pseudotumor) typically lacks calcifications.
The calcifying fibrous pseudotumor has some
histologic features that overlap with those of 
inflammatory pseudotumors and it has been
proposed to be a late sclerosing phase of inflam-
matory myofibroblastic tumor.5,6 Fibromatosis
typically infiltrates the surrounding soft tissue
with less well-circumscribed borders, and calcifi-
cation is rarely found. Nodular fasciitis is common,
with culture-like spindle cells in a myxoid stroma
that lacks microcalcification. Calcifying aponeu-
rotic fibroma appears as a band-like calcification
commonly surrounded by cartilaginous meta-
plasia and multinucleated giant cells. Amyloid
tumors have positive Congo red stained stroma,
but calcifying fibrous pseudotumor does not.8
In summary, the final diagnosis in our case was
jejunal submucosal and multiple mesenteric calci-
fying fibrous pseudotumor. It was non-neoplastic,
but it was the leading point of a jejunojejunal in-
tussusception in our patient. Most of the tumors
in our case were on the mesenteric surface and
visceral peritoneum and protruded into the peri-
toneal cavity. The tumor formed the leading
point and was growing into the intestinal lumen
where it formed a submucosal lesion (Figure 5).
That might be the cause of intussusception.
A B
Figure 6. (A) The tumor was negative for cytokeratin and did not exhibit atypia or mitotic activity. (B) These cells were
diffusely positive on vimentin stain and showed characteristic presence of dystrophic and frequently psammomatous cal-
cification compatible with calcifying fibrous pseudotumor.
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Intussusception is common in the pediatric popu-
lation but quite uncommon in adults.9 The clini-
cal findings of adult intussusception are variable.
Acute intestinal obstruction is not common and
most adult patients present with subacute, chronic
or intermittent symptoms. Intussusception can oc-
cur anywhere in the gastrointestinal tract. Emer-
gency ultrasonography in the emergency room
setting has a role in the evaluation of nonspecific
abdominal pain. Emergency ultrasonography
can be used to prevent misdiagnosis in an atypical
clinical course of intussusception, acute chole-
cystitis or aortic aneurysm.10 The diagnostic radi-
ologic method that is most useful in making the
diagnosis of adult intussusception is the CT scan.11
Treatment in the adult population is always sur-
gery. As almost 50% of intussusceptions harbor
malignant lesions, resection without reduction 
is advocated as the best treatment for adult in-
tussusception. In conclusion, the presentation of
jejunojejunal intussusception due to jejunal and
multiple mesenteric calcifying fibrous pseudo-
tumors were the most interesting findings. These
differed from previously described patients with
the same diagnosis. In adult intussusception, 
the leading point of any diagnostic possibility
should always be kept in mind. Jejunojejunal 
intussusception is rare, probably because mass
lesions in this location are infrequent.12 In our
case, there were no definitive symptoms and
signs of intestinal obstruction preoperatively and
this might be the first acute episode of intus-
susception. Resection was performed without re-
duction due to the possibility of malignancy or
involvement of a short segment of the small
bowel. Surgery might be curative for this episode,
however, due to a large segment of the bowel
being affected by calcifying fibrous pseudotumor.
Smaller pseudotumors might be left in place 
because these tend to be asymptomatic. But re-
current episodes of intussusception have to be
cautiouly watched.
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